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Introduction 
F unctional tricuspid insufficiency is the most com- mon cause of tricuspid valve disease, and it is 
caused by dilation of the tricuspid annulus, which is, in 
turn, caused by dilation of the right ventricle. Once the 
annulus is dilated, it is not likely to return to normal 
after correction of the cause of right ventricular dila- 
tion. Thus, because mitral valve disease is the most 
common cause of functional tricuspid valve insuffi- 
ciency, it is wise to correct the tricuspid annular dila- 
tion at the time of mitral valve surgery because persis- 
tent tricuspid valve insufficiency limits the symptomatic 
improvement that is expected after correction of the 
mitral valve lesion. There are numerous operative tech- 
niques to correct tricuspid annular dilation, from pli- 
cation of the posterior leaflet, which transforms the 
tricuspid valve into a bicuspir valve, to a purse-string 
suture in the annulus of the anterior and posterior 
leaflets (DeVega annuloplasty), to a flexible or rigid 
annuloplasty ring or band. 
All these techniques eem to work well according to 
the authors of the articles contained in this issue. We 
believe that for simple dilation of the tricuspid annulus 
in patients with normal pulmonary artery pressure, a 
DeVega annuloplasty with a suture that is buttressed 
with multiple teflon felt pledgets uffices. When pulmo- 
nary hypertension is present, we prefer to use an an- 
nuloplasty ring. 
Tricuspid valve insufficiency may also occur due to 
organic tricuspid valve disease. Tricuspid valve pro- 
lapse may be present in patients with mitral valve 
prolapse. The rupture of a papillary muscle, usually 
the anterior one, which is most commonly caused by a 
myocardial infarction or trauma, may also cause tri- 
cuspid valve prolapse. The repair of tricuspid valve 
prolapse is accomplished by anchoring the anterior 
leaflet with numerous chordae tendineae of fine Gore- 
Tex sutures (Gore-Tex, Langstaff, AZ) and an annulo- 
plasty ring. 
Rheumatic fever may affect the tricuspid valve di- 
rectly and cause fusion of the commissures, fibrosis and 
shortening of the chordae tendineae, and retraction of 
the leaflets, with resulting stenosis and insufficiency. 
These valves are more difficult to repair and require 
commissurotomy, mobilization of the chordae tendi- 
neae, and a relatively small, rigid annuloplasty ring. 
This procedure may only partially correct the valve 
dysfunction, and tricuspid valve replacement may be 
necessary .  
Carcinoid syndrome may also cause tricuspid valve 
stenosis and insufficiency due to diffuse deposition of 
fibrous tissue on the ventricular side of the leaflets. If 
the dysfunction is severe, tricuspid valve replacement 
is necessary. Tricuspid insufficiency may occur in pa- 
tients with congenital heart defects, such as in Ebstein 
anomaly and atrioventricnlar canal. The surgical treat- 
ment of Ebstein anomaly is included in this issue. 
Finally, I have to mention valvulectomy in patients 
with medically intractable tricuspid valve endocarditis. 
My personal experience with this procedure is limited 
to 3 patients, and all 3 required implantation of tricus- 
pid valve prosthesis before they could be discharged 
from the hospital because of intractable right-side fail- 
ure. I no longer perform or recommend this operation. 
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